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AFFIDAVIT OF AUTHORIZED REPRESENTATIVE
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PLEASE FAX FORM TO HIM DEPARTMENT LISTED BELOW
Phone Fax Phone Fax
Acadia Healthcare (207) 973-6100  (207) 973-6822 Laboratory (207) 973-6900  (207) 973-6999
Acadia Hospital (207) 973-6100  (207) 973-6822 Lakewood (207) 873-5125  (207) 861-9967

A.R. Gould Hospital

Beacon Health

Blue Hill Hospital

C. A. Dean Hospital
Eastern Maine Medical
Home Care & Hospice

(207) 768-4175
(207) 973-5692
(207) 374-3458
(207) 695-5225
(207) 973-7873
(800) 757-3326

207) 768-4060
207) 989-1096

207) 695-2254
207) 973-7867
207) 400-8891

Maine Coast Hospital

Mayo Hospital

Medical Transport

Mercy Hospital
Pharmacy

Sebasticook Valley Hospital

(207) 664-5454
(207) 564-4270
(207) 275-2940
(207) 879-3373
(207) 275-3216
(207) 487-4026

(207) 664-5398
(207) 564-4360
(207) 973-9487
(207) 822-2469
(207) 561-4804
(207) 487-3204

(
(
(
(207) 374-3971
(
(
(
Inland Hospital (

(207) 861-3150  (207) 861-3158

NONDISCRIMINATION STATEMENT: Northern Light Health and its affiliates (Northern Light Health) comply with applicable Federal civil
rights laws and do not discriminate on the basis of race, color, national origin, ethnicity, age, mental or physical ability or disability, political

affiliation, religion, culture, socio-economic status, genetic information, veteran status, sexual orientation, sex, gender, gender identity or
expression, or language. Northern Light Health does not exclude people or treat them differently because of race, color, national origin,
ethnicity, age, mental or physical ability or disability, political affiliation, religion, culture, socio-economic status, genetic information,
veteran status, sexual orientation, sex, gender, gender identity or expression, or language.

Northern Light Health:
) Provides free aids and services to people with disabilities to communicate effectively with us, such as:
o Qualified sign language interpreters
o Written information in other formats (large print, audio, accessible electronic formats, other formats)
. Provides free language services to people whose primary language is not English, such as:
o Qualified interpreters
o Information written in other languages
If you need these services, please call 1-888-986-6341. If you have a TTY, you may also dial 711 Maine Relay.

If you believe that Northern Light Health or any of its affiliates has failed to provide these services or discriminated in another way on the
basis of race, color, national origin, ethnicity, age, mental or physical ability or disability, political affiliation, religion, culture, socio-economic
status, genetic information, veteran status, sexual orientation, sex, gender, gender identity or expression, or language, you can file a
grievance with your Northern Light Health Civil Rights Coordinator, 43 Whiting Hill Rd., Suite 200, Brewer, ME 04412, 1-866-769-8363
(telephone), 1-207-989-1420 (fax), or at nondiscrimination@northernlight.org (email). If you need help filing a grievance, your Northern
Light Health Civil Rights Coordinator is available to help you.
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You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights, electronically
through the Office for Civil Rights Complaint Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.isf, or by mail or phone at: U.S.
Department of Health and Human Services, 200 Independence Avenue, SW, Room 509F, HHH Building, Washington, D.C. 20201, 1-800-368-
1019, 800-537-7697 (TDD). Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

French: ATTENTION : Si vous parlez frangais, des services d'aide linguistique vous sont proposés gratuitement. Appelez le 1-888-986-
6341 (ATS : 711).

Spanish: ATENCION: si habla espariol, tiene a su disposicion servicios gratuitos de asistencia lingiiistica. Llame al 1-888-986-6341 (TTY:
711).

Oromo (Cushite): XIYYEEFFANNAA: Afaan dubbattu Oroomiffa, tajaajila gargaarsa afaanii, kanfaltiidhaan ala, ni argama. Bilbilaa 1-
888-986-6341 (TTY: 711).

Chinese: 28 : MBRERFEBEIX, EAJLIREERRZESEIRD. FHE 1-888-986-6341 (TTY : 711)

Vietnamese: CHU Y: Néu ban néi Tiéng Viét, ¢6 cac dich vu hé tro ngon ngir mién phi danh cho ban. Goi 56 1-888-986-6341 (TTY: 711).
Tagalog (Filipino): PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika nang walang
bayad. Tumawag sa 1-888-986-6341 (TTY: 711).

Cambodian (Khmer): uidge: uidsismuenionm mangul, andgmmsinman movwisfnagns fnsmesinttndneny ur giine /-888-986-6341 (TTY:
711)

Russian: BHUMAHHUE: Ecnu bl 2080pume Ha pyccKoM A3viKe, MO 8aM 00CMYHHbL bechiamuble yciyeu nepegooda. 3eouume 1-888-986-6341
(menemaun. 711).
Arabic: # » doail Jlaaly @l 8 55 4 sl saclusal) Clead (8 alll JSH Gaas S 1Y) 2ak sala]-888-986-634148)

2S5 anall s 777 (

German: ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen zur Verfiigung. Rufnummer: I-
888-986-6341 (TTY: 711).

Korean: +5: 8t=0/E AIEINE SR 20/ E AL E FEZE 0/F0/E + ASL/ICF 1-888-986-6341 (TTY: 711) HE &
Stof FEAI2.

Thai: Gou: Snananu lnsgauansaldusmssromaonanwldns Tns 1-888-986-6341 (TTY: 711).

Nilotic (Dinka): PII) KENE: Na ye jam né Thuonjay, ke kuony yené koc waar thook ato"kuka léu yok abac ke cin wénh cuaté piny. Yuopé 1-
888-986-6341 (TTY: 711)

Japanese: EEEIE : HEXZEFHEINBEE, BHDEEZEEZ CFIFEEITFT, 1-888-986-6341 (TTY:711) ET. HES
[CTTEHELS S,

Polish: UWAGA: Jezeli mowisz po polsku, mozesz skorzystac z bezplatnej pomocy jezykowej. Zadzwon pod numer 1-888-986-6341 (TTY:
711).
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AFFIDAVIT OF AUTHORIZED REPRESENTATIVE DECEASED PATIENT
To be completed by Staff:

Patient’s date of death (insert date). Check at least one of the below boxes:

1A copy of the patient’s death certificate is attached.

[ ] I have confirmed that the patient died at the following Northern Light Health member organization:
(insert Northern Light Health

entity name)

To be completed by individual claiming to be the deceased patient’s Authorized Representative:

Patient Name:
Patient Date of Birth:

Authorized Representative Name:
Authorized Representative Address:

Authorized Representative Phone:

The patient’s estate has no personal representative, executor or administrator, and | am the
deceased patient’s Authorized Representative for release of health care information pursuant to 22
MRSA 1711-C(3-B) because | have the following relationship with the deceased patient (check one):

[ ] I am the spouse;

[ ] I am a parent (natural or adopted);

[ ] I'am an adult child, grandchild or sibling (natural or adopted, but not a step-sibling);

[ ] I am an adult aunt, uncle, niece or nephew, related by blood or adoption;

[] 1'am an adult related to the patient, by blood or adoption, who is familiar with the patient’s personal

values; or
[ ] I'am an adult who has special concern for the patient and who is familiar with the patient’s personal
values.
Signed: Date:
Authorized Representative
State of: Date:
Then personally appeared the above named to me well

known or who provided proof of identity and made oath to the truth of the foregoing before me

Print Name:

Notary Public/Attorney at Law
My commission expires:

Date Reviewed: 6/15/2021 Date Revised: 6/15/2021



